a 5-point Likert scale ranging from 5 (very satisfied) to 1 (not at all satisfied). Lastly, space was provided for additional comments.
Because attending physicians were surveyed repeatedly, mixed-effects regression models controlling for attending physician were used to determine the effect of duty hours on teaching and satisfaction. Models included month indicators to account for seasonal variation. To investigate temporal trends, secondary analysis using study year indicators (and no duty-hour effect) was performed. All statistical tests were performed using Intercooled Stata 9.0 statistical software (StataCorp, College Station, Texas), with statistical significance defined as PϽ.05. Open-ended comments were reviewed for mention of duty hours.
Data are reported as before vs after implementation mean value; difference (95% confidence interval of the difference) and P value from mixed effects regression model.
Results.
Of the 465 end-of-rotation surveys, 314 (68%) were received from attending physicians. Of the 113 individual attending physicians on GENS rotation during the study, 92 completed at least 1 survey before and after duty hours, for a total of 300 surveys (65%) for multivariate analyses. After implementation of duty-hour restrictions, attending physicians reported fewer hours of didactic teaching (3.92 Using temporal trend models, we confirmed that changes related to housestaff teaching (time for teaching) were the greatest in the year immediately after implementation of duty-hour restrictions and were not likely to be due to temporal trend alone ( Figure) . For items relating to professional development, an incremental pattern of declining satisfaction even before implementation of duty-hour restrictions emerged, suggesting the influence of secular forces.
Attending physician comments confirmed these findings. One attending physician stated "success in dealing with reduced housestaff hours but at the cost of teaching." Another attending physician expressed "the 80hour work week . . . limits interns and residents' ability to provide continuity of care and be at the front line in decision making . . . increasingly dependent on attendings to make management decisions." Lastly, another attending physician described their changing role, stating " . . . too often I found myself 'resi-terning' . . . writing orders, following up on laboratories, calling consults. With new work hour rules, on multiple occasions, I met other GENS attendings also still in the hospital at 8 PM." Comment. After ACGME duty hours, attending physicians reported diminished satisfaction with the inpatient rotation. Changes related to housestaff teaching appeared to correspond with the implementation of duty-hour restrictions. However, decreased satisfaction with professional development appeared to be the result of secular trend, with no discernible relationship to duty-hour restrictions. These findings highlight the importance of secular trend when interpreting retrospective evaluations of duty hours. Studies that do not account for secular trend should be interpreted with caution.
The decline in satisfaction with teaching may be due to structural changes in the residency to achieve dutyhour compliance. For example, the institution of a nightfloat system results in more patients "held over" for an on-call team, with lower percentages of patients seen on the "initial day of admission." These patients may not be ideal teaching cases, since housestaff did not admit the patient. Alternatives that balance duty hours with the opportunity for housestaff to actively participate in admitting patients they will follow should be explored.
Because inpatient attending physicians serve as career role models for medical students, understanding declines in attending physician satisfaction with professional development is important. 8 One possibility is that over time, clinical work interferes with increasing pressures to produce scholarly work. Clinical work may be less educationally stimulating over time due to repeated hospitalization of the same patients or patients with the same disease (eg, sickle cell disease) or increased time spent addressing nonmedical issues (eg, nursing home placement). Future work can test these hypotheses.
There are several limitations of this study. This singleinstitution study limits generalizability. While the effects of secular trend or accumulating physician experience-both overall and institutional-cannot be excluded, additional analyses suggest that changes relating to housestaff teaching were consistent with the implementation of duty-hour restrictions. Preconceived attitudes toward duty hours may have biased responses. The survey was initially designed to test the effect of hospitalists and may have missed other effects of duty hours. While more satisfied attending physicians may have responded, this would lower the likelihood of detecting any changes. Because mixed-effects models may underestimate standard errors, we also used fixed-effects models, which yielded similar results that remained significant except for overall satisfaction (Likert scale score change, 0.23 [range, −0.47 to 0.09]) (P=.06).
In conclusion, after implementation of ACGME duty hours, inpatient attending physicians reported diminished satisfaction with teaching and professional development. Although changes in teaching corresponds with duty hours, decreased satisfaction with professional development appears to be due to secular trend. 
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COMMENTS AND OPINIONS

Intention-to-Treat Analysis May Better Represent the Actual Efficacy
R ooks et al 1 report that patients with fibromyalgia syndrome experienced a meaningful improvement in physical function and well-being after undergoing a program of aerobic and flexibility exercise, strength training, and a self-help course (the Arthritis Foundation's Fibromyalgia Self-Help Course). This is a finding with important treatment implications for this difficult-to-treat syndrome.
The authors' conclusions were based on the findings of an analysis of subjects who completed treatment, and they did a laudable job of fully and transparently describing withdrawals. They also indicated that they performed an intention-to-treat analysis; however, the results of this do not appear to have been reported. The intention-to-treat result may be especially important. First, high dropout rates can destroy the similarities between treatment groups that result from randomization and produce overestimates of the effects of an intervention. 2 Because this trial had a high dropout rate (35%), the results may apply only to patients with sufficient motivation to complete the treatment regimens. The especially high dropout rate in the self-help-only group (46%) supports the idea that only those who perceived a benefit were likely to complete the trial. Second, the intention-to-treat analysis is more likely to reflect the actual efficacy of an intervention in clinical practice. 
Detrimental Effect of Statin Therapy in Women With Fibromyalgia
R ooks and colleagues 1 found that an appropriately structured exercise program improved physical, emotional, and social function in women with fibromyalgia being actively treated with medication. However, they did not mention whether patients in the studied population were being treated with statins.
It is well known that statins may adversely affect the muscle's ability to appropriately respond to physical exertion. 2 In fact, in clinical practice, it has been reported that the incidence of muscle pain increases with the level of physical activity, with a great number of patients avoiding even moderate exertion during everyday activities. 3 Furthermore, many physicians may be unfamiliar with the spectrum of statin-related muscular complaints and may not appreciate the impact of symptoms on patients. 4 Indeed, it is thought that as many as 25% of statin users who exercise may experience muscle complaints due to statin therapy, which may be potentially dismissed by both patient and physician. 5 Statin therapy has also been shown to cause muscle complaints in treated patients without inducing a marked increase in creatine kinase level. 6 Thus, statin therapy may interfere with the implementation of physical activity in patients with fibromyalgia and lead to the overdiagnosis of fibromyalgia syndrome.
Correspondence: Dr Mascitelli, Medical Service, Comando Brigata alpina "Julia", 8 Via S Agostino, Udine 33100, Italy (lumasci@libero.it).
